failure, and embolic phenomenon. Although the condition is uncommon even in Africa, its recognition and diagnosis is important as a surgically treatable cause of arrhythmias and heart failure. We report the case of a young African immigrant who developed ventricular tachycardia in association with multiple calcified mitral subannular left ventricular aneurysms.
Case report
A 40 year old West African man presented with a three month history of recurrent palpitation associated with dizziness and weakness. He had come to Canada from Togo at the age of 36 and had had no previous illness.
With the paroxysms of tachycardia at 155 beats/ minute blood pressure fell to 90/60 mm Hg from its normal resting value of 120/80 mm Hg. The cardiac impulse was localised to the fifth intercostal space in the mid-clavicular line and suggested left ventricular hypertrophy. There was a soft systolic ejection murmur but no additional heart sounds. The electrocardiogram showed a paroxysmal tachycardia at a rate of 155 beats/minute with a right bundle branch block configuration ( Fig. 1) cardiac silhouette with two areas of calcification. The calcification was shown by fluoroscopy to be around two spherical "cysts," which were contained within the cardiac contour and related to the mitral valve annulus. Echocardiography showed extensive calcification in the area of the mitral annulus. No aneurysmal structure could be recognised on cross sectional echocardiograms.
At cardiac catheterisation both left and right heart pressures were normal. Left ventricular angiography showed that the two calcified spherical "cysts" were filled from the left ventricle (Fig. 2) . Coronary arteriography indicated that the circumflex branch of the left coronary artery was stretched around the upper of the two aneurysms (Fig. 3) .
The ventricular tachycardia was controlled initially with lignocaine and later with quinidine. Cinefluoroscopy has shown no increase in the size of the calcified aneurysms and the patient remains asymptomatic 18 months later. (Fig. 2) . Although the lumen of the vessel does not yet appear to have been narrowed, the stretching of the vessel might induce thrombosis.3 Furthermore, because of the proximity of the aneurysm to the artery, the vessel may be damaged during surgical closure of the aneurysm.' Left ventricular aneurysms originating in the mitral subvalvular region may rupture spontaneously8 or be the origin of systemic emboli.9 The border of the aneurysm became infected in one reported case,' resulting in a fistula between left atrium and ventricle.
Initial results of surgical resection of mitral subannular left ventricular aneurysms were poor,' but with improved techniques there is now a low surgical mortality and mitral valve replacement is rarely necessary. I 
